Over the last decade, Baltimore has become a non-traditional sanctuary city, receiving an unprecedented influx of Latino immigrants, mostly from Central America's Northern Triangle, who are often fleeing violence in their home countries. This study explored the nature and frequency of healthcare utilization for mental health problems among uninsured/uninsurable Latinos who received outpatient care between 2012 and 2015 through an academic hospital-affiliated program that covers primary and specialty services to uninsured patients without regard to documentation status. Encounters for mental health disorders were the most common category, accounting for 14.88% of all visits. Mood (78%) and anxiety disorders (16%) were the most prevalent mental health diagnoses. The most frequent reason to seek care was symptom, signs, and ill-defined conditions (37.47%), and within this subgroup, pain was the leading cause of seeking care (88%), which may indicate high rates of somatization of mental health distress. This study presents a unique opportunity to explore the burden and nature of mental health needs among a population for which healthcare information is rarely attainable and highlights the need for culturally competent screening mechanisms and interventions to address the stressors faced by emergent communities.
Introduction
continue to migrate to the USA in hopes of receiving asylum protection. 28 However, the Department of Justice has been asked to prosecute "all adult aliens apprehended crossing the border illegally, with no exception for asylum seekers or those with minor children." 27 The deleterious impact of these policies on the mental health of immigrants is beginning to be documented in the literature. 29 For example, recent studies indicate that Latina mothers have reported high rates of anxiety, stress, and depressive symptoms caused by different stressors such as persecution, physical and sexual abuse, extortion, and separation from their children. 30, 31 There is limited information about healthcare utilization for mental health disorders among undocumented immigrants. This is largely due to formidable barriers to healthcare for this population due to restrictions in access to public health insurance, as well as limited to private and employer-based health insurance. 32 Uninsured patients have also shown to face poor access to care, quality of care, and health outcomes. 33, 34 Gaining a better understanding of the mental health needs and the way in which this group reports symptoms of emotional distress will help providers and health systems to better serve the needs of immigrants, especially in communities such as Baltimore that are facing unprecedented new waves of immigration.
In 2009, Johns Hopkins Medicine established the Access Partnership (TAP) to provide specialty services to uninsured residents of the East Baltimore community surrounding Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center. 35 Since the expansion of Medicaid through the Affordable Care Act, and as uninsurance rates have declined in Maryland, 36 undocumented Latino immigrants (who are ineligible to enroll in Medicaid) have become the primary utilizers of TAP, providing a unique opportunity to evaluate patterns of healthcare utilization among uninsured/uninsurable Latinos who qualify for the program. To be eligible for the TAP program, patients must be referred to care by a community primary care provider, be uninsured/uninsurable, and demonstrate financial need. The purpose of this study is to explore the nature and frequency of healthcare utilization for mental health and related problems among uninsured/uninsurable Latinos who received outpatient care at the Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center through the TAP program in Baltimore City between 2012 and 2015.
Methods
Data for TAP-enrolled male and female patients over age 16 from outpatient visits at the Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center were analyzed. An integrated database of demographic and healthcare utilization information for all outpatient encounters among patients who identified as Latino and received care through the TAP program between 2012 and 2015 was used. Descriptive statistics were used to illustrate the demographic characteristics of the patients and their medical diagnoses using the International Classification of Diseases, Ninth Edition (ICD-9) 37 and non-personal identifiers that allowed the integration of the data. This study was approved by the Johns Hopkins School of Medicine Institutional Review Board.
All ICD-9 categories and codes were specified for each patient encounter in the dataset. First, the number and proportion of encounters were calculated by gender and by broad ICD-9 categories in order to assess the frequency of different types of health conditions for which care was being sought among the population of interest. To analyze the frequency of encounters for specific mental health diagnoses, the ICD-9 mental disorder category was further subdivided into six broad diagnostic categories based on how the codes were used in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV). 38 These versions were used on the present report because the ICD-10 and DSM-V were only used widely after the data collection period. The DSM provides a more comprehensive framework to understand the most important groups of mental health disorders. This reclassification was based on the methods used by Hogue and colleagues in 2002 39 and include the following eight categories: substance-related disorders, adjustment disorders, mood disorders, personality disorders, psychotic disorders, anxiety disorders, somatoform/dissociative disorders, and other mental disorders.
Results
Between 2012 and 2015, a total of 1735 patients received outpatient medical care through the TAP program, generating a total of 17,010 encounters (with a median of 5 visits per patient). Of all patients in the TAP database, 870, or 50%, identified as Hispanic/Latino, accounting for 6464 or 38% of the encounters in the database. Among encounters involving Latino patients, the average age was 44 years old (range 16 to 82), and females received a greater proportion of care (57%) than males.
A total of 65 patients, or 7.47% of all Latino patients in the dataset, received a mental health diagnosis (Table 1 ). However, healthcare utilization (number of visits/encounters) was highest for mental health disorders compared to other diagnostic categories, accounting for 784 or 14.88% of all encounters among Latinos. Encounters for symptoms, signs, and ill-defined conditions (SSIDC) were the second highest diagnostic category (10.82%), followed by a range of other health conditions, presented in order of frequency in Table 1 .
Most mental health encounters occurred in a psychology community physician setting (84%), followed by the intensive outpatient community psychiatry program (11%), which is a specialty service with several levels of intensity formed by a team of therapists and psychiatrists. Females accounted for the majority of mental health encounters (67%, Table 2 ). The majority (78%) of mental health encounters was for mood disorders, with 530 encounters for major depression and depressive disorders. Anxiety disorders accounted 16% of mental health encounters, followed by adjustment, psychotic, and alcohol-related conditions.
The most frequent reason to seek care among Latino patients was SSIDC (37.47%). Previous research has linked SSIDC with physical non-specified symptomatology that can be rooted in mental health distress. 40, 41 A high number of isolated signs and symptoms were found, and the ones associated with mental health causes [42] [43] [44] were selected and categorized according to their clinical manifestation. Within this subgroup of categories, pain was the leading cause to seek care (88%). The most common form of reported pain was abdominal (55.91%), followed by headache, head and neck symptoms (19%) and chest (10%). Females also made up the majority of patients with SSIDC (61%).
Implications for Behavioral Health
This descriptive study found high levels of healthcare utilization for mental health disordersparticularly depressive and anxiety disordersamong uninsured/uninsurable Latino immigrants in an emerging community. It also presents a unique opportunity to explore the burden and nature of health and mental health disorders among an emerging Latino community for which healthcare information is rarely attainable. Most of the available research on Latino mental health has been conducted in regions where there are larger and well-established communities composed mainly by Mexican immigrants, with stronger social networks, and, in some cases, more available health and social services. Latino immigrants living in new settlement areas, especially those without documents and as immigration policy has toughened, face considerable stressors that might place them at risk for mental health disorders. Previous studies have shown that Latinos are less likely to seek and access mental healthcare than other racial/ethnic groups. 14, 45 We found that only 7.47% of Latinos who accessed the TAP program were referred to mental health services, which is consistent with previous findings that suggest that immigrants (Hispanic and non-Hispanic) have lower lifetime risk of developing psychiatric disorders than natives, pointing out how the "Hispanic" or "immigrant" paradox influences mental health outcomes. Still, mental health visits accounted for the largest number of encounters and utilization of healthcare in the TAP program. This might indicate a higher mental health symptom severity among this group. Alternatively, this may also reflect a lack of effective and culturally appropriate services that may lead to continued symptomology and repeated use of services. Mood and anxiety disorders emerged as the most common mental health problems among this population, which is consistent with general global population-level prevalence estimates in which mood and anxiety disorders are often the most common mental health conditions. 46 The TAP patient population of uninsured/uninsurable individuals due to documentation and socioeconomic status may be particularly vulnerable to mental health disorders given their unique experiences before and after migrating to the USA. Family separation associated with migration may be particularly stressful for people arriving in emergent immigrant areas with less established social networks and services than more traditional settlement areas. In addition, exposure to violence is common in this population and has shown to cause profound damage in the physical and mental health of the victims, 47 commonly expressed as anxious and depressive symptomatology. 48, 49 Moreover, populations that face the cumulative effect of poverty, malnutrition, lack of political representation, and other socioeconomic stressors might suffer an exacerbation of their prior mental health distress when they are exposed to other forms of violence such as armed conflict. 50 Indeed, previous evidence shows that the new wave of migrants from the NT have significant mental health symptoms as consequence of violence and persecution. A study conducted at the US-Mexico border 48 showed that the vast majority (83%) reported violence as a reason to migrate and at least half were exposed to highly traumatic experiences in their home countries. Respondents in this study reported high rates of psychological distress (one third PTSD, one quarter major depressive disorder, and 17% reported symptoms that satisfied criteria for both conditions).
Latinos have also been shown to be more likely than non-Latinos to somatize psychological distress 41, 43 and tend to rely on the general medical sector rather than seeking specialty mental health services. 51 This information is important to note given that SSIDC was both the most common diagnostic category to seek care among Latinos receiving TAP services and second most common health service encounter. This ICD-9 category refers to symptoms, signs, and laboratory results where no diagnosis classifiable elsewhere was recorded and could potentially be related to a certain degree with mental distress.
Members of different sociocultural groups have shown to experience stress and emotional suffering in diverse ways. 42, 52 In some cases, symptoms fit the description of a specific disorder according to the DSM, but at other times, affective distress can be expressed as an undefined and generalized form of anxiety or depression. 43, 53 Medically unexplained symptoms represent an important burden to the healthcare system, and it has been estimated that they account for approximately a quarter to half of all patient visits in primary care settings in the USA. 41, 43, 54 In clinical settings, SSIDC such as that found frequently in this study may present as isolated symptoms, but it has been argued that in some cultural contexts, these symptoms might be more sensitive indicators of traumatization than those warranting a psychiatric diagnosis (e.g., PTSD). 42 Since the 1980s, the concepts of "idioms of distress," "cultural syndromes," and "culture bound syndromes" have opened research lines focused on understanding the different ways in which diverse sociocultural groups communicate individual and collective suffering via reference to shared beliefs and local ideas about the functioning of the body and mind. 42, 52, 53, 55 For example, previous literature has described an idiom of distress common among Latinos, padecer de los nervios, which is usually characterized by chronic anxiety, pain, depression, somatization, and/or dissociation, as well as acute symptoms such as palpitations, shortness of breath, or trembling. 44, 56 Further research is needed to understand the different markers or expressions of how members of emerging communities face adversity and vulnerability, which can inform the development of better screening mechanisms and tools to identify mental health problems in a culturally appropriate way, improving the detection of those in need of services. 52 As the US population grows more diverse, it is important to develop culturally and linguistically competent services and a diverse healthcare workforce that are familiar with the culturally specific manifestations of mental health distress among different groups, so they can frame the treatment options in an appropriate and non-threatening way. 57 Also, as suggested by Kaiser and colleagues, 52 incorporating this knowledge into effective public health communication to target specific populations can decrease stigmatization around psychopathology and promote treatment-seeking behavior. More accurate detection can also increase effective care delivery. 42, 58 In our study, Latino women were more likely than men to use health services in general and mental healthcare in particular. This is consistent with previous studies that show that men are less likely to seek treatment than women, even when they are experiencing the same levels of distress, a tendency that is even more pronounced among men from racial and ethnic minority backgrounds. 59 One reason men may underutilize mental health services is that they have less favorable attitudes toward mental health services, rooted in traditional masculine norms and stigma surrounding mental health problems. 60 Additionally, women may have had a higher utilization of healthcare compared to men because pregnancy is an important point of entry to healthcare services, and many women in Baltimore's Latino community are of reproductive age. 4 The present findings should be interpreted in light of several limitations. The TAP database had limited information about the demographic characteristics of the patients, such as country of origin, documentation status, and time living in the USA. However, the eligibility criteria for TAP (uninsured/uninsurable) selects for people without documentation status since the expansion of Medicaid through the Affordable Care Act. Nonetheless, the generalizability of this data is limited to those who have access to TAP, which excludes the most vulnerable and disenfranchised migrants who do not have a primary care provider to refer them to TAP. These migrants may not have the social capital to seek care, and the inability to reach these individuals suggests that our findings may underestimate the burden of disease. The database also lacks information on severity of disorder and type of treatment received, as well as data about the nature, intensity, duration, and effects of treatment. Despite these limitations, this paper presents valuable information on the mental health needs of a unique and growing Latino community in the mid-Atlantic. The presented clinical manifestations in the particular case of an emerging community with a high proportion of immigrants from the NT suggest that these new communities have important mental health needs that need to be further studied. Studying factors, such as country of birth, time living in the USA, and acculturation, might be important in learning more about the extent to which the "Hispanic paradox" plays a role in mental health outcomes among emerging Latino communities comprised of non-Mexican immigrants. Given the increasing number of immigrants arriving from the NT in Baltimore and other cities in the USA, 61 the medical and public health community must be aware and receptive to the type of unmet mental health needs of this marginalized population. Finally, it is important to acknowledge that, as emphasized by multiple authors, Latinos are not a monolithic group. 11 The history of each Latin American country entails complex historical, cultural, and social dynamics. Therefore, the study of contextual factors among different Latino groups, such as prior immigration experiences, exposure to violence during migration, as well as the development of social support networks and access to services during resettlement, will allow us to design comprehensive public health programs to address mental health needs of communities across the USA.
